Until the report of McKissock in 1960, no significant series of surgically treated cases of spontaneous intracerebellar haemorrhage had been recorded (McKissock, Richardson, and Walsh, 1960) . Earlier reports had dealt mostly with post-mortem studies (Hyland and Levy, 1954) . It is generally conceded that in the neighbourhood of 10% of spontaneous haemorrhages into the brain will occur in the cerebellum (Mitchell and Angrist, 1942 FIGS. 3a and 3b. Positive contrast ventriculogram shows kinked aqueduct which was blocked at its junction with the fourth ventricle. There is no displacement of the fourth ventricle from the midline.
The initial contrast study was a left vertebral arteriogram (Fig. 1) . This demonstrated upward displacement of the medial branches of the superior cerebellar arteries, indicating ascending cerebellar herniation.
A small pneumoencephalogram, without fluid exchange, was performed (Fig. 2 a, b) . There was nonfilling of the ventricular system. Examination of the cisterns showed poor filling of the cisterna magna, narrowing of the pontine angle cisterns, anterior tilting of the quadrigeminal plate cistern, and asymmetry of the crural cistern. The right cerebello-pontine angle cistern was narrower than the left. A diagnosis of right cerebellar hemisphere haematoma was made.
To corroborate the diagnosis, a positive contrast I.p..;I lm!.Il! ventriculogram was done (Fig. 3, a, b) . This study showed a kinked aqueduct which was blocked at its junction with the fourth ventricle. There was no displacement of the aqueduct from the midline. Because of the progressive nature of the patient's lesion, he was taken to the operating room. Under general anaesthesia and in the sitting position, the posterior fossa was opened through a midline incision. A small amount of subdural fluid was found surrounding the right cerebellar hemisphere. On needling the right hemisphere, a solid clot of blood, 2 x 2 cm., was encountered, 1 cm. from the surface of the cerebellum. Through a transcerebellar incision, the entire haematoma was removed. Spinal fluid with Pantopaque could then be seen running from the outlet tracts of the fourth ventricle. Immediately after removal of the haematoma, the patient's vital signs improved and his respirations became regular.
The day following surgery, the patient was more responsive, respirations were regular, and vital signs were stable. Thirty-six hours after surgery, the patient suddenly developed bleeding from the wound edges, and a previously placed tracheotomy wound. In spite of vigorous therapy, including vitamin K and fresh plasma, the bleeding could not be stopped. A ventricular puncture was performed and produced clear fluid under normal pressure. In spite of vigorous medical treatment, the patient succumbed to the bleeding episode which could not be explained in spite of a multitude of haematological studies.
Post-mortem examination was refused by the family.
DISCUSSION
Posterior fossa haematomas tend to present a typical clinical picture (Hyland and Levy, 1954; Gross, 1955; McKissock et al., 1960; Dimsdale, 1964) . First, they demonstrate signs common to intracranial bleeding in any location, such as headache, vomiting, and mental confusion. In addition, however, the clinical triad of myosis, conjugate gaze palsy, and irregular respirations, have been found with great frequency in intracerebellar haematomas.
Both in Hyland's and McKissock's series (1954, 1960) (Hyland and Levy, 1954 
